The arrangements I have described work well and seem easy now, but during the three years it took to complete the building we continued to work under great difficulties, moving from one part of the unit to another, each step being phased with the contractors. This was a time of considerable trial for all the staff, whose forbearance I would like to acknowledge, for by looking ahead to the goal we were trying to reach they cheerfully overcame the difficulties.
Mr K E D Shuttleworth (St Thomas's Hospital, London) The problem in the south is not so much to decide what type of genito-urinary unit to build, but rather to establish urology as a specialty on a sufficiently firm basis, from which units such as have been described can be considered.
The experience of Mr T W Mimpriss and myself is in some ways a common one, because in London it is at the moment customary in most University hospitals to appoint surgeons as general surgeons with an interest in some particular aspect of surgery, and until urology receives far more recognition in the south than it does at present, this is likely to continue. I personally feel that this is archaic as it continues the era of surgical amateurism when one's special interest was something of a hobby. I now believe that a well-trained urologist who covers the whole technical field of urological surgery, from all endoscopic procedures to vascular anastomoses, and who has a physiological rather than anatomical conception of renal function, is unable to maintain a sufficiently high standard in his field unless he confines his time and energies entirely to urology. In practice most urologists in London do confine their activities to urology but often masquerade under the title of general surgeon. This deception would be excusable if it were not for two results:
First, as we found at St Thomas's in planning the new hospital, it is impossible to form units such as have been described without a full specialist recognition. Secondly, and more important, it is impossible to train surgeons adequately in this specialty unless there are sufficient vacancies for urologists when their training is complete. It is not my function to discuss the training of urologists, but I would emphasize that the men who work in the urological departments are far more important than the bricks and mortar surrounding them. Mr Mimpriss and I feel that a urological department should be centred round an outpatient endoscopic unit equipped to perform all endoscopic investigations and minor forms of endoscopic treatment under general anesthesia in conditions of operating theatre sterility. The push, squirt and groan of cystoscopy behind the curtain of an out-patient clinic should, we think, be things of the past.
The endoscopic unit planned for the new hospital is shared with bronchoscopic and outpatient theatre work, and is arranged so that we can if necessary use it for six sessions a week. This seems adequate for our needs and avoids wasting space when we are not using it.
The plan of the endoscopic unit is shown in Fig 1. There are four theatres, two large (20 x 20 ft) and two small (18 x 18 ft). One of the larger theatres is to be equipped for all X-ray investigations, the other for out-patient general surgical work, and the two smaller ones for more routine endoscopic manoeuvres.
We do not feel it necessary to modify standard ward or theatre planning to accommodate urological work except perhaps in the field of renal transplantation, but we do not yet know what modification will be necessary for this purpose.
The relationship between the X-ray and urological departments is of great interest. I have recently seen many departments in this country and a few in the U.S.A. and Canada, and customs vary widely. We feel that there is more to be gained by close co-operation with a large and active X-ray department than by trying to run our own X-ray department; it seems likely that new X-ray techniques can be assessed and applied more rapidly to our patients by taking advantage ofour colleagues' expertise rather than endeavouring to embrace this field ourselves. This also applies to biochemistry and bacteriology.
Research facilities: Every urological department, whether in a university hospital or not, should have space at least equivalent to the ward space for research; the endoscopic unit should also have a room where clinical research such as pressure cystometry can be done. It is also desirable that such a department should have its own record system and an adequate secretarial staff, to permit constant assessment of the effects of treatment carried out; in the main this is a job for a secretary and not for a surgical registrar.
We feel that a physician with special interests in renal aspects of medicine should be part of the urological unit; on the whole we would prefer close integration with the rest of the hospital even at the cost of losing a compact unit, which from its physical character might lead to isolation.
Mr T L Chapman (Victoria !nfirmary, Glasgow)
There must be many Members of this Section who have not yet acquired a full urological department of the type that has been described. It is agreed, I think, that the first step is a diagnostic clinic, and one of these should be available at all main centres of population.
A new diagnostic unit was opened in the Victoria Infirmary, Glasgow, in September 1960, and has previously been described (Chapman, 1962, Brit. J. Urol., 34, 229) . One aspect seems to me to be important: I think that future departments should be so planned that out-patients attending for cystoscopic examination may have a general anesthetic. Other methods are used in many departments at the present time but I feel sure that general anesthesia will be the usual practice in the future. I have been fortunate in the assistance I have received from anTesthetists. I was appointed to the Victoria Infirmary, Glasgow, in 1935 to develop the specialty of urology. At the same time the Board of Governors of those days was planning a full specialist anesthetist service. Since 1936 all anmesthetics, urgent cases and 'cold' cases, have been given by specialist anwsthetists and I have always had a specialist anesthetist at my cystoscopy sessions. In these conditions I am sure that a general anesthetic is ideal. It is very safe, induction is immediate, and recovery is brief. Even briefrecovery, however, requires accommodation.
In the new diagnostic unit in the Victoria Infirmary we have recovery rooms for male and female patients. Each has three couches, which can be curtained off. Each room has changing cubicles and lockers for the patients' clothes. There is usually no difficulty in doing 15 cases in one session and the lists do not require to be arranged according to sex. If 4 male patients occur in succession the first is ready to go before the fourth requires to occupy the couch.
With a total of about 1,000 cystoscopic examinations in a year these recovery rooms are in use on only two days each week. They also serve as examination rooms at the ordinary outpatient clinics. A small consulting room is placed between the two recovery (or examination) rooms and is connected with them. The history is taken in the consulting room and the patient is then transferred to the examination room.
The only problem was to find a couch suitable for two purposes. The Daniel couch has proved to be very satisfactory. It has sides which can be raised and lowered easily and is therefore suitable for clinical examination or for the control of the semi-conscious patient.
I think that we may claim to have used our space with economy.
